Fractures of the clavicle are common skeletal injuries. Most are treated conservatively with good results. The incidence of non-union with conservative treatment is 0.1-0.8% but with open reduction and internal fixation it can be as high as 3.6-6.7%1 2. Open reduction also risks infection, an unsightly scar and complications of anaesthesia. There are few indications for operative treatment of fresh clavicle fractures. We report one such indication.
CASE HISTORY
A 32-year-old right-handed woman fell down a flight of stairs, sustaining a displaced fracture of the middle third of her left clavicle ( Figure 1 ). She had an established diagnosis of facioscapulohumeral dystrophy (FSHD) with greater involvement of her left side. On examination her left shoulder girdle was displaced antero-inferiorly accentuating the already present asymmetrical muscle wasting. The fracture was widely displaced. The weak muscles contributed to the skeletal instability. The patient had complete inability to initiate any forward flexion or abduction at the shoulder. The fracture was treated by open reduction and internal fixation with a six hole reconstruction plate. The clavicle was thin but the bone quality was normal and screws had good purchase in the bone. Stable fixation was achieved. The fracture site was bone grafted with cancellous bone harvested from the iliac crest. Postoperatively the patient used a broad arm sling for six weeks and avoided forceful activity with her left upper limb for a further six weeks. She made an uneventful recovery. At three months the fracture had united ( Figure 2 ) and the patient had regained full function of her left shoulder. COMMENT FSHD is one of the commoner muscular dystrophies, with a prevalence of around 5/100 0003. Landousy and Dejerine, who in 1884 reported two families with FSHD, are credited with the first description4. It is dominantly inherited with a variable age of onset and a wide range of clinical expression. In most cases weakness first affects the facial muscles in childhood but symptomatic presentation, usually with shoulder girdle weakness, is often delayed until the second and third decades3. The condition is progressive. 10-20% of affected individuals become severely disabled by middle age, though others never experience troublesome symptoms at all.
The muscles commonly involved in FSHD are serratus anterior, trapezius, rhomboids, teres minor and teres major. The deltoid, the principal muscle that moves the shoulder5, is nearly always spared or only partly involved6. Our patient conformed to this pattern. The combination of weak scapula stabilizers and a fractured clavicle completely defunctions the shoulder girdle. The deltoid no longer has an axial strut against which to work. The disability therefore caused by a fractured clavicle is far greater in someone affected by FSHD than in the normal individual. This was well illustrated by our patient's complete inability to initiate any forward flexion or abduction at the shoulder, all movement being Non-Hodgkin's lymphoma complicating chronic pyothorax is a rare event, and most reported cases are from the Far Eastl,2. Of the few cases reported in western countries none has been from the UK.
A British-born man aged 58 was referred in July 1980 with a slowly enlarging painful lump on his right upper anterior chest wall. Since an episode of pleurisy and pneumonia at the age of 23, he had had a chronic pyothorax. At clinical assessment, there was a 15 x 10 cm mass, partly solid and partly cystic, and fixed to the right upper chest well. On auscultation there was practically no air entry on the right side but the rest of the examination was normal. His chest X-ray showed a large soft tissue mass, partly extrapleural and related to the right chest wall, without evidence of underlying bone destruction. There was widespread pleural thickening associated with pleural calcification. On the left side spotted calcification was noted basally with further evidence of pleural thickening and an old fracture of the left ninth rib (Figure 1 ). He was thought to have empyema necessitans so an attempt was made to drain the chest. Copious purulent material was removed with necrotic tissue which on histological examination showed a noncohesive infiltrate of bizarre malignant cells with many mitoses. The lesion was judged most likely to be a high grade non-Hodgkin's lymphoma. Immunocytochemistry was in its infancy in 1980 but the tumour has recently been reinvestigated and found positive for leucocyte common antigen (CD 45) and B-cell lineage markers (CD 20, CD 79a) ( Figure 2) 
